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INVITED COMMENTARY
Takao Ohki, MD, New York, NY
At Montefiore, we performed our first endovascular aneurysm
repair (EVAR) for ruptured abdominal aortic aneurysm (r-AAA) in
1994, and since then, we have pushed this technology in an
attempt to apply it to as many patients as possible.1 Use of aortic
occlusion balloons, permissive hypotension, preferential use of
percutaneous delivery, and local anesthesia led to the increased
penetration of this technology. Such efforts led to improved out-
come at Montefiore, but this could not be reproduced readily
elsewhere. One reason is that the early pioneers, including our-
selves, failed to publish and describe the logistic details and its
importance for performing EVAR for r-AAA.
What good is a gifted endovascular surgeon who doesn’t have
the appropriate catheters and stents? What good is a high quality
C-arm, if the patient is lying on a table that is not compatible with
fluoroscopy? What good is a well-executed EVAR accomplished in
60 minutes if the intensivist/anesthesiologist has already infused
10,000 mL of crystalloid? (Ruptured AAA reflex). Indeed, “the
devils are in the details.”
Dr Mehta and the group are congratulated for this fine study
in which improved survival after EVAR and open repair for r-AAA
was achieved after developing a hospital-wide protocol, rehearsing
it, and building a multidisciplinary team. They have ironed out the
details, which are of paramount importance under this urgent
setting. I recommend all the physicians who currently treat r-AAA
to read this practical paper. It may be beneficial to post the
algorithm (Fig 1) in the emergency department and the operating
room.
I agree with Dr Mehta that EVAR is the treatment of choice in
most cases of r-AAA; however, we should not forget that a poorly
prepared and ill-executed EVAR for r-AAA is worse than a well-
executed open repair. The fact that the mortality rate after open
repair is 70% to 80% does not give one a blank check to do
anything, including EVAR.
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